55 f 4. Fig 1 Abdominal pregnancy carried to term following treated pelvic tuberculosis
palpated easily and an X-ray film at the 32nd week showed the feetus confined to the lower abdomen in a cramped transverse position. The urinary pregnanediol was 21 mg/24 hours at the 25th week. Total cestrogen excretion increased from 13 mg at the 27th week to 38 mg/24 hours at the 37th week.
Laparotomy was performed electively in the 37th week. The foetal membranes were found to have ruptured some time previously and one of the infant's arms was protruding through the rupture into the peritoneal cavity. There was no amniotic fluid. The infant was extracted easily. The placenta was on the back of the right broad ligament and was attached to the right pelvic brim and to the left side of the uterus. The combined placenta and uterus were removed because it was apparent that all vascular pedicles were controllable. There was considerable bleeding as the superior edge of the placenta was dissected from the thick foetal membranes, and 4 litres of blood were transfused. Recovery was uneventful and the patient returned home on the 12th postoperative day.
The infant was a girl weighing 3005 kg. The Apgar score was 2 and 4 at 1 and 5 minutes. The head had been deformed by pressure and there was a particularly deep groove in the right parietal region. There was micrognathos and left talipes equinovarus. Adequate respiration was not established and the infant died after 6 hours.
Autopsy showed pulmonary atelectasis but no other malformation.
The risks associated with abdominal pregnancy from 1950 to 1957 were reviewed by Hreshchyshyn et al. (1961) . In 101 cases there was stillbirth in 46, spontaneous hemorrhage in 16 and maternal death in 2. The placenta was removed in 62. Post-operative morbidity was much less when the placenta was removed, but this is safe only when it is certain that the placental blood supply can be controlled.
Retroperitoneal Leiomyomatosis Following Hysterectomy P J K Maskery MRCOG (Department of Obstetrics and Gynacology, Newcastle General Hospital, Newcastle upon Tyne)
The patient presented at the age of 35 with her abdomen containing an irregular hard mass of fibroids of the size of a 36-week pregnancy. Total hysterectomy was performed, together, it was thought at the time, with removal of both ovaries. Histological examination of the specimen showed uterine fibromyomata with no evidence of malignancy. Only one ovary was found on histological examination and this showed only simple cysts.
Three months after discharge from hospital there was noted to be a firm mass extending into the left pelvis, and within two months the mass became palpable abdominally. A second laparotomy revealed a mass of retroperitoneal fibromyomata, five of which were removed for biopsy. Histology confirmed simple fibroids with no evidence of malignancy. The mass continued to grow and rose above the umbilicus. Further laparotomy was performed and again a mass of retroperitoneal fibromyomata was found, surrounded by dense adhesions to bladder and small intestine. It was impossible to dissect this free, and a further biopsy was taken. Again histology revealed no evidence of malignancy.
In view of the continuing growth of the tumour it was decided to try irradiation. Three courses of X-ray therapy, supplemented by actinomycin-D to a total dose of 3,700 mg, were given. Following this the mass regressed to a level lying mid-way between the pubes and umbilicus. It remained static at this level, the patient being generally very well. 4 Discussion: The case presented is one in which there was a recurrence of leiomyomatosis following total hysterectomy and left salpingooophorectomy. The two most likely reasons for recurrencewere incomplete surgical removal of the tumour mass initially or low grade malignancy. There is no conclusive evidence that either of these factors was present, and other possibilities, such as implantation from initial operation, multiple sites of origin of the leiomyomata, or metastasis of histologically benign leiomyomata were considered.
Conclusion
The etiology of this recurrence is uncertain, but the existence of low grade malignancy in these tumours is very difficult to disprove, and the fact that they responded so readily to irradiation and actinomycin-D might suggest the presence of a leiomyosarcoma. Another reason for this effect, however, could be that irradiation had brought about cessation of function in the remaining ovary.
It would seem that in cases of this kind, where surgical removal is technically difficult or impossible, irradiation and actinomycin-D could be a useful form of therany.
Glanzmann's Thrombasthenia and Pregnancy P R Payne FRcsEd MRcoG
(Division of Obstetrics, Radcliffe Infirmary, Oxford)
Mrs J T, aged 23
History: First seen at the Antenatal Clinic, Radcliffe Infirmary when 8 weeks pregnant. She gave a history of epistaxes, dental bleeding and excessive bruising, and had previously been told that she was suffering from von Willebrand's disease.
Family history suggestive of a bleeding diathesis. She had two brothers: one died aged 3 months; the other died at the age of 3 years following splenectomy.
She was referred to the Department of Hematology where investigations showed that she was suffering from Glanzmann's thrombasthenia.
Investigations: Hb 12-8 g/100 ml. Platelets 300,000/mm3; WBC 9,200. Bleeding time 15 min; factor VIII normal (85 %).
Platelet function tests: Adhesiveness very low, 1*9 %; ADP clumping, nil; platelet reaction to thrombin, no clumps formed before fibrin; Hardisty platelet factor III showed platelet defect; clot retraction 20%; prothrombin consumption index 22%; kaolin-cephalin clotting time normal.
Pregnancy: Uneventful until the 38th week when a transient bout of heematuria occurred. At the 39th week a further bout of haematuria cleared spontaneously. Throughout pregnancy the bleeding time remained prolonged despite a normal platelet count.
Proposed management: It was decided that there should be minimal interference in the management of her labour and that platelet-rich plasma should be transfused during labour and in the puerperium.
Labour: Labour developed spontaneously 5 days past term and the patient had a normal vaginal delivery of a live male infant weighing 8 lb 7 oz (3-8 kg). The first stage lasted 16j hours and 4 units (800 ml) of platelet-rich plasma was infused. The second stage lasted one hour and a further 4 units (800 ml) of platelet-rich plasma was infused. Episiotomy was performed and after repair the site was manually compressed for 20 min to prevent the formation of a hLmatoma. There was bruising of the vulva and perineum; the bruising increased markedly over the next 24 hours. The third stage was uneventful. Estimated blood loss during delivery was 10 oz (295X7 ml). An oxytocin (Syntocinon) infusion of 10 units in 500 ml dextrose saline was set up during the third stage. Although the vaginal loss was initially slight, she continued to bleed over the next 24 hours and the total loss at the end of this time was estimated at 81 oz (2,395 ml). During this time she received 4 units (800 ml) of platelet-rich plasma and 4 units (1,200 ml) of fresh blood. The oxytocin infusion was maintained and one injection of 10 units made directly into the uterine muscle. Over the second 24 hours the vaginal loss was slight. A hiemoglobin estimation on the second day was 8 g/100 ml (56%). A further unit (300 ml) of fresh blood and 2 more units (400 ml) of platelets were transfused. The patient's general condition remained excellent throughout and she received a total transfusion of 14 units (2,800 ml) of platelets and 5 units (1,500 ml) of fresh red cells. Fourteen days after delivery the uterus had involuted normally, the episiotomy had healed perfectly and there was no evidence of bruising.
Baby's progress: Forty minutes after birth marked bruising occurred over the baby's face,
